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Introduction 
The policy of free personal care1 for the elderly in Scotland 
was implemented in July 2002. Work on the costings of the 
exercise had been undertaken by the Care Development 
Group (CDG), a group established by the Minister for Health 
and Community Care, and chaired by Malcolm Chisholm. 
Research to assist in the costings was specially commissioned 
and the research papers were published by the Scottish 
Executive Central Research Unit: (CRU, 2001). The CDG’s 
main conclusion with regard to costs was that the initial cost 
of the policy would be £125 million, rising to £142 million by 
year 3. (CDG, 2001) 
 
Even before the policy was implemented in Scotland, the 
question of cost had caused considerable debate. Doubts, for 
example, were expressed by David Lipsey and Joel Joffe, two 
of the members of the Royal Commission on Long Term Care, 
who had produced a Note of Dissent (1999). In Lord Lipsey’s 
view, "If it was affordable and if it was going to people who 
most needed it, yes great, free care would be a splendid 
policy. Unfortunately it is not affordable."2 One contribution to 
the debate on the cost of the policy in Scotland was a paper 
by Cuthbert and Cuthbert (2002), in which it was argued that 
the costs had been substantially underestimated. 
 
Recently, some members of the CDG have been quoted as 
saying that implementation of the policy could be too 
expensive: (Scotsman 12th October 2004). Nevertheless, the 
current state of the debate on costings is still unsatisfactory. 
The discrepancy between the cost estimates which have been 
produced by the CDG and ourselves is so large that it needs to 
be resolved. Moreover, the need for this resolution is 
heightened by two additional factors. First, the latest 
population projections by the Government Actuary’s 
Department indicate that there will be more old people in 
Scotland than was previously projected, which means that the 
effects of any underestimation of costs will be multiplied. 
Second, the Liberal Democrats have adopted free personal 
care for the elderly for the whole of the UK as a major part of 
their pre-manifesto3. The LibDem costings of £1.4billion for 
this policy for the UK appear to be broadly in line with the CDG 
costings for Scotland. So if the CDG has indeed 
underestimated its costings for Scotland there could be 
profound implications for the LibDem strategy. 
 
The main new information in this paper is derived from 
examining, in greater detail than in our previous paper, that 
part of the CDG’s work concerning the estimated costs of 
delivering free personal care in the community, as opposed to 
in residential and nursing homes. In the course of this critique 
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we establish that there were flaws in the basic research 
commissioned by CDG, which meant that the numbers of 
elderly disabled people in private households in Scotland were 
seriously underestimated by the CDG, by a factor of more than 
2. This mistake appears to account for a major part of the 
discrepancy between the CDG and Cuthbert and Cuthbert 
costings. In addition, in other parts of our critique we point to 
other areas where the methodology is suspect. 
 
 
Background 
The overall CDG costing for the introduction of free personal 
care in Scotland was built up from the following components: 
 
a. residential care: £22 million. 
b. nursing homes: £35 million for personal care, £15 
million for nursing care. 
c. care in the community: £70 million building up over 
three years. 
 
In this article, we are primarily concerned with care in the 
community. This is not to say that we are content with the 
CDG’s approach on (a) and (b): however, our critique of their 
treatment of those components is set out in our previous 
article (2002). 
 
Prior to the introduction of free personal care, the main 
mechanisms for the provision of personal care for the elderly 
in the community were 
arising from the introduction of free personal care. The CDG 
estimated that meeting unmet need for personal care services 
would cost between £15 and £25 million per annum. Meeting 
the extra demand arising from a potential shift from informal 
to formal care would cost an estimated £20 to £25 million. It 
was assumed that both of these costs would build up over the 
first three years of implementation of the free personal care 
policy. 
 
In the following sections, we present a critique of important 
aspects of the background research and of the CDG’s 
costings. 
 
 
Critique of Stearns and Butterworth approach to 
estimating numbers of disabled in private 
households 
The following table, abstracted from Stearns and Butterworth 
table 3.5, shows their estimates of the total disabled 
population in Scotland aged 65 and over by various categories 
of domicile. The estimates in the first row of the table, 
(numbers in private households), were derived by them from 
the Department of Works and Pensions (DWP) Disability follow 
up study to the Family Resources Survey of 1996/97, and the 
1985 OPCS survey on disability. To these survey results were 
added estimates of the numbers in each of the other 
categories shown, to give their estimate of the numbers 
disabled in the population. 
 
• informal carers – family and friends; 
• formal care provided through local authorities, either 
paid for by the local authority or by means tested 
charges levied by the local authority on the 
individual; 
Table 1: Disabled Aged 65 and Over in Scotland: 
Stearns and Butterworth estimates 
 
 
1985 
 
 
 
 
 
1996/7 
• formal care arranged privately. Disabled in: estimates estimates 
 
The CDG starting point in costing community based free 
personal care for the elderly was an analysis of the home care 
provision provided through local authorities. On the basis of 
the most recent data returns from local authorities for 2000, 
and based on their assumption that 45% of this care could be 
regarded as personal care, they determined that the local 
authorities would forego around £10 million in charges if free 
personal care was introduced and if the existing level of 
service was maintained. 
 
To this basic cost was added the amount currently paid for 
private personal care provision outwith the local authority 
system: a survey of private providers by the UK Care Homes 
Association (UKCHA) commissioned by CDG indicated that this 
was of the order of £10 million per annum. 
 
The CDG then considered the issues of unmet demand and 
the potential for substituting formal care for informal care. 
They considered a range of information sources: in particular, 
they commissioned Stearns and Butterworth (2001) to explore 
the anticipated demand for personal care by the disabled 
elderly in private households and the likely substitution effects 
Private Households 310,950 142,224 
Special Needs Housing 33,261 131,198 
Residential Care 14,185 15,037 
Nursing Home 15,000 15,730 
Long Stay Hospital 8,735 6,098 
Psychiatric Hospital 3,777 5,045 
Total Disabled Population 385,908 315,332 
 
 
 
In Stearns and Butterworth’s analysis, it is the group labelled 
“private households” in the above table which they believed 
constituted the population from which the potential demand 
for personal care in the community would arise. Note that the 
table shows a decline of over 50% in the numbers disabled 
aged 65 and over in private households between 1985 and 
1996/97. Also note that they assumed that the population in 
special needs housing4 is distinct from the population in 
private households. This is an important assumption – and, it 
turns out, a mistaken one. 
 
In terms of the standard descriptions used by government 
departments, residents of most special needs housing are 
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categorised as private households: (sources - General Register 
Office for Scotland, DWP, and Office of National Statistics 
website). Note also that in the 1985 and 1997 surveys of 
disability, which Stearns and Butterworth are using, special 
needs housing is an integral part of the overall sampling 
frame of private households, used both in the selection of the 
sample, and grossing up the sample results: (as confirmed by 
personal communications from the DWP and from the authors 
of the Disability Follow Up Survey report.) So, when Stearns 
and Butterworth state, in their footnote 17, “To the best of our 
understanding, both surveys do not include special needs 
housing as private households.” they are quite mistaken. 
 
Thus, in terms of the definition of private households as used 
by the government, in terms of the definition used in the 
source surveys, and, most importantly, in terms of the 
practical question of whether residents of special needs 
housing constitute a potential demand for personal care in the 
community, Stearns and Butterworth are wrong to exclude 
special needs housing from the definition of private 
households. 
 
Recognition of this mistake then leads on to another extremely 
puzzling feature of their figures. Given the way that the 
Disability survey was conducted, elderly disabled residents of 
special needs dwellings are necessarily already included in the 
“private households” category in Stearns and Butterworth 
table. So, from their figures as shown in Table 1 above, if 
there are around 142,000 elderly disabled residents of private 
households, (and this de facto includes special needs housing), 
(line 1), and, around 131,000 elderly disabled residents of 
special needs houses, (line 2), then the logic of this implies that 
there are only around 11,000 elderly disabled residents in all 
other non-special needs housing private households. This 
would clearly be a nonsensical conclusion to draw. A much 
more likely explanation, which we now examine in more detail, 
is that there has been a further mistake in Stearns and 
Butterworth’s calculations, in the process of grossing up the 
disabled survey results. 
 
Further evidence for this can be found by comparing Stearns 
and Butterworth’s estimate of the GB elderly disabled 
population in private households, (which they also obtained by 
grossing up results from the disability survey), with the DWP 
published estimate. The DWP report on the Disability survey, 
(Grundy 1999), gives the number of disabled persons aged 65 
and over and resident in private households as 4,082,000. The 
Stearns and Butterworth report, based on exactly the same 
survey, gives the much smaller estimate of 2,944,114 
as the size of the UK disabled total for those aged 65 and 
over. (Their figure should not be UK as the survey was GB). 
 
A number of other points add to our concerns over the 
accuracy of the Stearns and Butterworth figures: in particular, 
the population figure which they quote for private households 
in Scotland in their Table 3.5 was derived by “subtracting all 
other estimates from total estimated population”. The figure 
given for the total population in 1985 is wrongly recorded as 
723,516: it should have been 742,588. More importantly the 
figures in the different categories do not add up to the total 
population, with a missing group of 27,755 in 1996/97. 
16. We therefore have strong evidence that Stearns and 
Butterworth’s procedures for grossing up the disability survey 
results are seriously flawed. The implication is that we cannot 
obtain a satisfactory estimate of the elderly disabled 
population from their figures. We therefore now go back to the 
available survey evidence to derive a revised estimate. 
 
The first step is to estimate the number of elderly people in 
private households in Scotland by age band. We do this by 
subtracting from mid year 1996 estimates of the total 
population those in particular communal establishment 
categories (see table 1 above). The overall estimate of the 
elderly in Scotland in private households derived in this way 
for 1996/97 is: 
 
• Total population =779,462, from which we 
subtract 
• Residential Homes =  15,037 
• Nursing Homes =  15,730 
• Long term Geriatric = 6,098 
• Long term psychiatric = 5,045 
 
giving a private household population for the elderly in 
Scotland of 737,552. [This estimate is consistent with the 
2001 census findings of around 95% of the elderly population 
living in private households.] 
 
If we then apply appropriate disability prevalence rates to the 
different age bands in this population we can obtain estimates 
of the numbers of elderly disabled in private households in 
Scotland. We use GB prevalence rates from the Disability 
Survey. The primary reason for using GB rates is that the 
disability survey team did not believe that the sample sizes for 
the survey were large enough to provide useable estimates of 
disability rates by age band in Scotland: (Stearns and 
Butterworth, para. 2.7). 
 
It is important to note, however, that our use of GB prevalence 
rates is, if anything, a conservative assumption. The DWP 
survey team have calculated age standardised rates of 
disability for Scotland and GB, (Grundy 1999, Table 2.6): 
Scotland’s rate is 200 per 1,000, compared with the GB rate 
of 198 per 1,000. This means that disability rates for 
individual age bands are slightly higher on average in Scotland 
than for the corresponding age bands in GB. Our use of GB 
prevalence rates to estimate disability in Scotland will 
therefore lead to a slight underestimate, unless the slightly 
higher average rate of disability in Scotland came about as the 
result of Scotland having much higher rates of disability than 
GB for those aged under 65, and much lower rates than GB as 
a whole for those aged over 65. Two pieces of evidence mean 
that this possibility can be discounted. 
 
a) First, in the DWP survey, 8.5% of all disabled in GB 
live in Scotland, with 9.6% of the most severely 
disabled living in Scotland. As severity tends to be 
associated with age, it is likely that disability rates 
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Age Mid Year 
Population 
Population in 
Communal 
Dwellings 
Population in 
Private 
Households 
65-69 238379 2410 235969 
70-74 207494 2410 205084 
75-79 150501 7439 143062 
80-84 104390 7439 96951 
85plus 78698 22212 56486 
Gross total 779462 41910 737552 
 
 
for the elderly in Scotland are relatively higher than 
GB, rather than lower. 
 
b) Secondly, 5% of the Scottish population under 65 
receive Disability Living Allowance, (DLA), compared 
with 4% of the GB population: while 25.2% of the 
Scottish population aged over 65 receive Attendance 
Table 3 shows the derivation of our estimate of the number of 
elderly disabled in private households in Scotland. 
 
Table 3: Prevalence and Estimated Numbers of Disabled by 
Age: Scotland  1996/97, Using GB Disability Prevalence 
Rates 
 
GB population: (DWP (2003), and private 
correspondence from DWP). While the criteria for 
receipt of AA and DLA are more restrictive than the 
 
GB Prev- 
alence 
Rates of 
 
Elderly in 
Private 
house-holds 
 
Estimates 
of number 
elderly % elderly 
measure of disability used in the Disability follow up 
survey, these figures again suggest that disability 
 
GB for those over 65. 
 
Both of these pieces of evidence support our view that, in 
using GB prevalence rates, our estimate of the elderly 
disabled population in Scotland is likely to be an 
 
Age 
 
65-69 
70-74 
75-79 
80-84 
85plus 
Disability per 
1000 
 
296 
338 
650 
709 
838 
in Scotland 
 
 
 
235969 
205084 
143062 
96951 
56486 
Disabled: 
Scotland 
 
69847 
69318 
92990 
68738 
47335 
disabled 
 
 
 
29.6 
33.8 
65.0 
70.9 
83.8 
underestimate. Total 
737552 348229 47.2 
 
Table 2 shows the derivation of the estimates of the 
population in private households for the relevant age bands. 
The age distribution of those in communal establishments 
was derived from the age distribution of those in residential 
homes given in Scottish Community Care Statistics, 1999. 
 
The figures imply a total disabled population of 348,000 for 
Scotland. A cross check can be derived by starting from the 
DWP published estimate of 733,000 for the total number of 
disabled of all ages in private households in Scotland. We do 
not know the proportion of disabled in Scotland aged over 65 
but the corresponding GB percentage is 48%: applying this to 
the figure of 733,000, this would imply an estimate of 
352,000 for the disabled elderly population in Scotland. 
 
Finally, it is worth noting that there is another, technical, 
reason connected with the DWP survey, which means that 
estimates based on the 1996/97 survey are likely to be slight 
underestimates. This arises because of the sifting technique 
used in the survey, which means that the incidence of 
disability in the specific age range from 65 to 74 is likely to 
have been underestimated: (see Grundy (1999)). 
 
Table 2: Elderly Population in Private Households in 
Scotland, 1996 
 
 
 
Given the above, we feel confident in taking 350,000 as our 
central estimate of the elderly disabled population in private 
households in Scotland. This contrasts with the Stearns and 
Butterworth estimate of 142,000. As we shall see, this 
difference has profound implications for the CDG estimates of 
the initial costs of implementing free personal care in the 
community. 
 
There are also important implications for the future cost 
profiles of implementing free personal care. Based on their 
estimate of a decline in the disabled elderly population in the 
UK, (though they should have said GB), from 3.4 million in 
1988, to 2.9 million in 1996/97, (that is, 0.6 percentage 
points per annum, as a percentage of the total elderly 
population), Stearns and Butterworth postulate that the 
elderly disabled population as a whole in the UK might have 
been declining by 0.2 to 0.3 percentage points a year from 
1988 to 1996/97, (as a percentage of the total elderly 
population). In their paragraphs 3.14 and 3.16 they then 
state: 
 
“It is conceivable that the decline in disability in Scotland is 
greater than the decline in the UK as a whole, but for a variety 
of reasons the estimate for the UK is methodologically a 
stronger estimate. These more moderate rates of decline (e.g., 
0.2 to 0.3) are also potentially more plausible for conservative 
estimates of the anticipated future rate of decline in the 
Scottish population.” 
 
“Therefore, an assumption of constant health expectancy for 
predictions of the cost of free personal care seems 
unnecessarily conservative. An assumption of at least a 
modest continuing decline among the population in private 
households is probably justified.” 
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In fact, both of these statements now look highly 
questionable. On the basis of DWP’s published figures, the 
disabled elderly population in private households in GB 
increased substantially from 1988 to 1996, (from 3.4 million 
to 4.2 million): and the corresponding Scottish disabled elderly 
population, on the basis of our estimate, increased from 
343,000 to 350,000. 
 
Critique of the CDG’s Costings 
A: The 45% Claim 
In paragraph 7 above, we have seen how the CDG’s costings 
of community based personal care relied, in part, on the 
assumption that 45% of the home care provision provided 
through local authorities was personal care. As indicated in 
the Stearns and Butterworth report, this assumption was 
based on an estimate from a study carried out by West 
Lothian Council in its strategic services review: (West Lothian, 
2000). 
 
In fact, the derivation of the 45% figure from the West Lothian 
study is based on a misreading of the West Lothian evidence. 
As West Lothian staff and the relevant table in the West 
Lothian report (Table 2) confirm, of the total amount of 
personal and domestic care delivered by West Lothian 
Council, 55% was personal care. 
 
This puts the West Lothian data more in line with other 
available sources of information. For example, available to the 
CDG at the same time was an estimate from the Resource Use 
Measure Group of the NHS for Scotland which in its pilot 
survey of nine areas in Scotland estimated that 61.5% of home 
care was personal care: (NHS, (2001)). Further, the UKCHA 
survey of private providers shows that, of the care they supply 
through local authorities, only 28% of all hours is for practical 
domestic care, the remainder covers personal, night time and 
live in care, with personal care being 60% of all care. 
 
In the light of the above, the 45% claim appears untenable. A 
more reasonable assumption would be that 60% of the 
domestic care provided by local authorities related to personal 
care. This has implications for a number of different aspects 
of the CDG costings. 
 
a) For one thing, it implies that the cost of personal 
care which local authorities provided free, before the 
introduction of the policy of universal free personal 
care, was underestimated by about £18 million: 
(since this was already being provided free by local 
authorities, this does not add to the additional cost 
of free personal care: but it does increase the size of 
the base cost of the service.) 
 
b) More directly, the 60% figure implies that the cost of 
providing free that element of personal care which 
was previously purchased from local authorities 
should have been estimated at £13.3 million rather 
than £10 million. 
c) There are also implications, as we shall see below, 
for the unit cost of personal care, and hence for the 
estimated cost of unmet need. 
 
 
B: The CDG’s Estimate of the Cost of Unmet Need 
Paragraphs 5.40 to 5.42 of the CDG report deal with the topic 
of unmet need, as follows: 
 
“… the Group therefore commissioned external work to assist 
consideration on these and other matters which could have a 
considerable effect on demand but which are more difficult to 
quantify accurately. 
 
5.41 We asked Aberdeen University to do some further 
work for us on estimating the levels of current unmet 
need for community based personal care services. 
To do this they used information from the Family 
Resources Disability Follow Up Survey, although the 
sample size was not ideal. They found that levels of 
reported unmet need for personal care did not 
exceed 10%. Moreover, cost was not the most 
commonly reported cause of unmet need. Instead, 
not knowing help was available, not knowing where 
to find help, or wanting to help oneself, were 
reported more often. 
 
5.42 This level of reported unmet need was also confirmed 
broadly by the Scottish Household Survey and from 
the British Household Panel Survey, though neither 
relate specifically to personal care. We also made use 
of information from the CareNapE (elderly) 
assessment tool which had been piloted in Glasgow. 
The work culminated in an estimate of unmet need 
for personal care services in the community in the 
range between £15 to £25 million.” 
 
Note how brief the CDG’s description is of their approach to 
this important topic: and also how limited their information 
sources are. For example, the pilot of the CareNapE 
assessment tool in Glasgow related to 460 people in Govan. It 
is not clear how individuals were selected for this pilot: but 
what does seem clear is that it would be difficult to base an 
estimate of unmet need at the national average level on 
information which relates to one specific area – and which will 
therefore be conditional upon local perceptions, and also 
upon the particular level of provision for personal care which 
the relevant local authority has seen fit to provide. 
 
The primary information upon which the CDG is founding its 
estimate relates to the estimate of unmet need of at most 
10% derived from the Aberdeen, that is, Stearns and 
Butterworth, analysis of the disability survey: (the CDG states 
that the Scottish Household Survey and from the British 
Household Panel Survey broadly confirms this estimate). How 
does this 10% estimate relate to the CDG’s money estimate of 
unmet need as being in the £15 to £25 million range? 
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This assessment is rendered difficult because the CDG gives 
no detail (other than the limited information in the quotation 
given above), on how they actually calculated their money 
estimate. The CDG do not even define what the denominator 
of their 10% unmet demand percentage actually is. However, 
it is clear from study of the Stearns and Butterworth report, 
(specifically table 4.13), that the 10% unmet demand figure 
relates to the percentage of the elderly disabled population in 
private households reporting current unmet need for formal in- 
house services. 
 
This is where the significance of the Stearns and Butterworth’s 
underestimate of the private household elderly disabled 
population comes in. Given their estimate of 142,000, this 
would imply on the basis of 10% unmet need, that 14,000 
elderly disabled people were experiencing unmet need for 
personal care in the home. However, as noted above, a 
reasonable estimate of the size of the private household 
elderly disabled population in Scotland in 1996 would be 
350,000, implying that a more realistic estimate would be 
that 35,000 were experiencing unmet demand. 
 
There is then the problem of converting these numbers into 
money equivalents. The CDG do not explicitly state what the 
average cost of personal care delivered in the home would be: 
and in fact, there appear to be two inconsistent estimates 
implicit in their figuring, as follows: 
 
a. First, based on the amount of home care provided 
through local authorities and the CDG’s assumption 
that 45% of this is personal care, this implies a unit 
cost of £1,100 in 2001 for recipients of personal 
care through local authorities. 
 
b. However, when the CDG were estimating the cost of 
providing the personal care in the home which is 
currently purchased privately, the CDG estimated 
that £10 million would be needed to fund the care 
purchased by the 3,000 purchasers of private care. 
This implies a unit cost of £3,300 per person. 
 
If we take the lower of the above estimates, of £1,100 pounds 
per recipient, then the cost of unmet demand would be £15.4 
million on the basis of the mistaken Stearns and Butterworth 
estimate of the disabled population: this figure appears 
consistent with the lower end of the CDG estimated range for 
the cost of unmet demand, (which, it will be recalled, was £15 
to £25 million.) However, given our estimate for the size of the 
disabled elderly population in private households, a unit cost 
of £1,100 would imply that the cost of unmet demand would 
be around £38.5 million: while the higher £3,300 unit cost 
would imply around £115 million. 
 
What can we say about these figures? 
 
a. First of all, it might be objected that the 10% figure for 
unmet demand is itself too high, since, as the CDG note, 
cost was not the most commonly reported cause of 
unmet demand. However, two of the other reported 
reasons (not knowing help was available, and not 
knowing where to find help), will be largely removed by 
the operation of the free personal care policy. Indeed, if 
significant numbers of people continue to be unaware 
that free care is potentially available, then this would be 
an acid test for the policy having failed in at least one 
important respect. It is also likely that the introduction of 
the policy could initiate a significant cultural shift, so that 
accessing free personal care comes to be seen as very 
much a norm and an entitlement. For all of these 
reasons, it seems unlikely that the effective factor for 
unmet demand will be significantly less than 10%. 
 
b. On this basis, the estimate based on the mistaken SB 
figure for the elderly population has to be rejected: as has 
correspondingly, the CDG estimate. 
 
c. Thirdly, we have illustrated above the effects of unit costs 
of £1,100 and £3,300 - both of which have some basis 
in different aspects of the CDG report. The figure of 
£3,300, (corresponding to approximately 8 hours per 
week at £8 per hour), is the average cost of care 
consumed by those who, prior to the introduction of the 
free care policy, had the resources and the incentive to 
purchase private domestic care: this figure could well 
therefore be somewhat higher than the average for those 
who currently experience unmet demand. On the other 
hand, the £1,100 figure depends on the suspect 45% 
personal care assumption: increasing the 45% to 60%, as 
we have argued above is more reasonable, would 
increase the £1,100 to £1,500. This would still only 
equate to around 30 minutes of care per day, (at a cost 
of £8 per hour), which still looks somewhat low: it would 
be even lower than 30 minutes per day if the CDG had 
used the higher cost per hour as shown in the NHS 
survey commissioned by the Chief Nursing Officer. 
 
On this basis, a conservative estimate might be a unit cost of 
£2,000 for each individual with unmet demand, 
corresponding to around £70 million per annum to meet 
unmet demand. This contrasts with the CDG’s estimate of 
from £15 million to £25 million, suggesting that the CDG 
underestimated the cost of unmet demand by £50 million on 
a conservative estimate. 
 
 
C: The CDG’s Estimate  of the Cost of Private 
Provision 
In paragraph 8 above, we noted that the CDG’s estimate of 
the cost of domestic personal care currently purchased 
privately was £10 million. This estimate is a function of the 
method used to scale up the sample results from the UKCHA 
survey. UKCHA state clearly in their report that they have a 
number of concerns, not least that they did not have a full 
data base of private providers of care in Scotland. The 
researchers were thus faced with the problem of “grossing up” 
from the sample to obtain population estimates. They did this 
by assuming that those firms which had provided information 
to the UKCHA survey would be responsible for the same 
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£ million CDG 
Estimate 
Our Revised 
Estimate 
Personal care previously 
purchased from local 
authorities (para 24) 
10 13.3 
Unmet need (para 33) 15-25 70 
Private provision (para 34) 10 15 
 
 
percentage of the total amount of personal care bought 
privately, as they were of the total amount of care purchased 
by local authorities from the private sector. This appears a 
very questionable assumption: indeed there is some evidence 
to suggest that some firms are likely to specialise in providing 
this is provision which local authorities already made, so 
this is not new money. (see paragraph 24). 
 
b) increase the initial cost of the policy by approaching £60 
million per annum, as set out in the following table:- 
care for local authorities- which would tend to invalidate the    
assumption used in grossing up, implying that an estimate of 
total private care produced by grossing up on this basis would 
probably be an underestimate. 
 
As UKCHA themselves readily agree, the method of grossing 
up actually used was only one of a number of ways of grossing 
up. Had another indicator been used, e.g., based on the 
number of firms giving useable responses, (79), out of the 
known 146 suppliers, then a larger estimate of £15 million 
would have resulted. This again would not have covered all 
the personal care provided by companies unknown to the 
UKCHA, nor the care provided on a paying basis by neighbours 
etc. 
On the basis of the available evidence it does not appear 
possible to reach any firm conclusion, other than that the CDG 
estimate of £10 million is probably an underestimate, and 
quite possible an underestimate by £5 million or more. 
 
 
D: The CDG’s Assumption of Improved Health 
Expectancy 
In calculating their forward projections of the cost of care for 
the elderly, the CDG built in an assumption of “a 0.25 percent 
per year reduction in the proportion of the elderly population 
requiring services, reflecting increasing health expectancy”: 
(CDG, para 5.21). This assumption is explicitly linked to 
Stearns and Butterworth’s estimates of increasing health 
expectancy: (CDG, para 5.13). 
 
However, we noted above that Stearns and Butterworth’s 
findings of improved health expectancy for the elderly, in both 
Scotland and the UK, are dependent on their mistaken 
grossing up of the results from the disability survey. Once this 
has been corrected for, there is little or no evidence from the 
disability survey results of any consistent improvement in 
health expectancy. The effect of this on the CDG’s future 
costings is very significant. If the assumption of improving 
health expectancy is removed from the CDG’s model, then the 
effect is to increase the cost of long term care services for the 
elderly by about £130 million per annum by 2022: (note, 
however, that only part of this increase will relate to 
expenditure on personal care.) 
 
 
Conclusion 
In summary, the various points we have identified above have 
a very significant impact on the CDG’s cost estimates. The 
effect is to 
 
a) increase the base cost of providing personal care in the 
community by some £18 million, due to the doubtful 45% 
personal care provision assumption: as already noted, 
 
 
 
 
 
 
 
 
The principal revision is due to the effect on the assessment of 
unmet need of the mistake in calculating the size of the elderly 
disabled population in private households, but with the 
doubtful 45% assumption, and the doubtful method of 
grossing up the UKCHA survey also contributing. 
The above two points relate to the base and initial costs of 
free personal care for the elderly in the community. In 
addition, as regards projections there is the effect of: 
 
c) increasing the longer term cost of care for the elderly by 
about £130 million by 2022, due to the dubious 
assumption made by the CDG about improving health 
expectancy. (see paragraph 35). 
 
It must also be made clear that the latest Government Actuary 
Department projections, which have further increased the 
numbers of elderly in the population would imply additional 
costs to (c) above. 
 
In the context of the debate about the affordability of free 
personal care, the cost increases identified in (a) to (c) above 
are significant amounts. It is also relevant to set the cost 
estimates at (b) above against the information in Cuthbert and 
Cuthbert, (2002). While in that paper we did not give a single 
point estimate of the cost of introducing free personal care in 
the community, we did set out a grid, (Table 2.2 in that paper), 
which gave different cost possibilities in what we regarded as 
the feasible range of what the new policy might be expected to 
deliver. We had also suggested that the CDG costings lay very 
much at the unlikely lower extremity of the costings 
considered in our grid. The effect of the additional £60 million 
identified in this paper is to move the adjusted CDG costings 
very much more towards the centre of our grid. In that sense, 
we have accomplished one of the tasks we set at the start of 
this paper- to reconcile the CDG costings with our own. 
 
In our earlier paper we argued that the effect of the significant 
underestimation of the costs of implementing the new policy 
would probably manifest itself as much in the diminution of 
the quality of service as in cost over runs. Recent anecdotal 
evidence from some local authorities suggests that part of this 
quality reduction is already manifesting itself by a switch of 
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home care services away from domestic care towards more 
targeted personal care. In other words, free personal care may 
be being bought partly at the expense of an increasing 
number of the poorest elderly people either having to do 
without domestic care which they previously received free, or 
having to pay for such care. 
 
It is hoped that the findings in this paper will have a significant 
effect on the debate about the affordability of free personal 
care. We also hope that the paper will have another effect as 
well. If we are correct in our analysis, (and we are confident 
that we are), then our findings raise very serious issues about 
the quality assurance of publicly funded research upon which 
important policy decisions are based. Our view is that the 
ultimate responsibility for quality assuring publicly funded 
research should rest with government. This is partly because 
such research is often published under the imprimatur of a 
government department, (as it was in this case, by the Central 
Research Unit of the Scottish Executive): but more importantly 
because, if wrong decisions are made, then the effects will 
rebound on government, and on the public. We suggest, 
therefore, that serious consideration needs to be given to 
improving the methods of quality assuring research, before it 
influences important policy decisions. 
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Endnotes 
1 Personal care is defined in CDG(2001): the definition was 
developed from the Royal Commission on Long Term Care 
(1999, page 68) 
 
2 BBC News, 26th July 2000 
 
3 Launch of pre-Manifesto, 14th September 2004, LibDem 
website. 
 
4 Special needs housing falls into a number of categories 
defined as follows: 
 
• Sheltered housing: (34,976 dwellings in 1996). This 
includes houses with amenities installed such as 
handrails, non-slip bathroom floors, and a warden 
service. 
 
• Very sheltered housing: (719 dwellings). This also 
offers a greater level of care and support through the 
service of extra wardens, full-time carers or 
domiciliary assistance and the provision of meals. 
 
• Amenity Housing: (18,535 dwellings). This is similar 
to sheltered housing but without the warden service 
• Other Dwellings with alarms: (27,769 dwellings). 
Only in the small very sheltered category is it likely that the 
mere fact of living in a special needs house implies that the 
residents’ requirements for personal care are automatically 
taken care of by virtue of the facilities and services provided 
with the dwelling. 
 
For all other categories of special needs housing, (apart from 
a few cases where it is possible that a warden might provide 
services akin to personal care), residents in special needs 
housing will look to the same sources for their personal care 
needs as any other member of the private household 
population.
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